Objective: To assess the associations between stafffeelings towardpatients and the patients' diagnoses, in view of the fact that clinical reports ofsuch associations have not been corroborated by systematic research.
than did the bulimic patients. Using case material, Alvarez described the different countertransference reactions evoked by an NPO, a BPO, and a PPO patient, and suggested different ways to work with them (22) . Brody and Farber studied therapists' reactions to vignettes from therapies with BPO patients, patients with depression, and patients with schizophrenia (23) . They found that patients with depression evoked predominantly positive and compassionate countertransference reactions. BPO patients evoked more anger, irritation, and the least degree ofliking, empathy, andnurturance, while patients with schizophrenia evoked hopelessness and frustration.
Systematic studies of reactions to psychiatric inpatients have found scant evidence for the proposition that diagnosis per se was differentially correlated with staff reactions (24, 8) . Holmqvist and Armelius found virtually no correlations between the patient's personality organization or Health-Sickness Rating Scale (HSRS) score and staff reactions in a study ofreactions to severely disturbed patients at psychiatric treatment homes (25) . Holmqvist found that the patient's DSM diagnosis was only weakly correlated with staff reactions (26) . In comparison, the patient's self-image (as measured by the Structural Analysis of Social Behaviour (SASB) was more strongly correlated with staff reactions (27) .
This study investigates the discrepancy between clinical impressions concerning associations between diagnosis and staff feelings and the results of previous systematic research. It re-analyzes data used in previous studies, where analysis of variance (ANOYA) was the principle method of analysis (25, 26) . In this study, the data were mainly analyzed with discriminant methods to allow potential discrepancies between the diagnosis groups to appear. The data structure was also different: previously, composite scores offeelings were used, but in this study discrete feelings were used. The hypothesis was that it would be possible to use the staffs average feelings toward the patients to discriminate patients by their different personality organizations. A special analysis was made of feelings toward patients with positive outcomes.
Method

Subjects and Settings
The study was part of a Swedish nation-wide project on process and outcome in the treatment of severely disturbed psychiatric patients at so-called treatment homes (28) . The patients at the treatment homes were interviewed each year for 5 years by external interviewers using Kemberg' s structural interview (12, 29) . Twice yearly, each staff member reported his or her feelings toward each patient on a feeling checklist. Data from 124 staffat 24 treatment homes (5.2 staff per unit on average) were used; their average age was 38.7 years, with 43% male and 57% female staff. The staff were nurses, psychiatric aides, social workers, or psychologists. The units differed in treatment orientation; most ofthem had a psychodynamic, psychiatric care, social-psychiatric, or cognitive orientation.
All patients had severe problems that required long-term inpatient treatment. Of the 143 patients, 56% suffered from schizophrenia, 8% had other psychosis diagnoses, 3% had affective disorders, and 18% had axis II diagnoses, mainly borderline personality disorder (BPD). The patients were between age 18 and 35 years, and the average age was 28.8 years. Fifty-eight percent of the patients were men, and 42% were women. There were 99 patients with PPO, 29 with BPO, and 15 patients with NPO.·
Instruments
A feeling checklist was used to follow the staffs' feelings toward the patients (30, 31) . The checklist contains 30 feeling words, and the members of each staff were asked to answer with yes (1) or no (0) the question: "Together with patient 'P' I have felt. ..." Table 1 shows the feeling words. Each therapist also completed the checklist for each patient twice yearly. There were in total 3605 checklists (mean 25.2 checklists per patient, SD 26.4, range 1-118).
Each patient's diagnosis was assessed using the structural interview (12, 29) . The interviewers were external to the treatment homes and did not know the patients in advance. From the interview, the personality organization (PO) ofthe patient was determined. The personality organization is a description of the patient's structural-dynamic status that integrates evaluations of the patient's defense mechanisms, nature of self-and object-representations, and degree ofreality testing. These evaluations result in the 3 different patterns ofpersonality organization already indicated in this paper: psychotic personality organization (PPO), borderline personality organization (BPO), and neurotic personality organization (NPO). PPO patients are characterized by immature defenses, low degrees ofintegration ofself-and object-representations, and faulty reality testing. BPO patients have the same pattern but have intact reality testing, and NPO patients are characterized by mature defenses, 'integration of self-and objectrepresentations, and intact reality testing. This diagnostic model is not directly translatable to the DSM-IY model (32, 33) . The PPO group contains patients with psychosis diagnoses on Axis I but also other patients with faulty reality testing. The BPO is a wider category than is DSM borderline personality disorder. In a comparative study, about 50% of the patients with BPO were diagnosed with BPD (34) . Assessments of personality organization have been found to have acceptable interrater reliability (35, 36) .
Outcome was assessed by comparing ratings of the interviews at year 0 (when the patient was admitted to treatment) and year 5 (when almost all patients had left the treatment homes). Two types ofratings were combined for a composite effect-size (ES) score: 1) ratings of the degree of maturity of defenses, integration of self-and object-representations, and reality testing; and 2) ratings on Strauss-Carpenter's Level of Function Scale (37) . The structural assessment has been developed to a continuous scale by defining levels of maturity on the 3 aspects (35) . The Strauss-Carpenter scale has been widely used as an evaluation instrument for patients with schizophrenia (38) (39) (40) . It includes 4 variables: 1) degree of meaningful occupation (work or studies), 2) degree of social 'Probability of significance of differences in pairwise comparisons and amount of variance in feelings accounted for by the differences between diagnosis groups; bP < 0.05; 'p < 0.00 I. contacts, 3) degree ofpsychotic symptoms, and 4) number of days in inpatient treatment during the last year. The variables are rated on 4-point scales and summed up to a total level-offunction score.
Design and Statistical Procedures
The feeling checklists were completed by each therapist for each patient twice yearly. The attrition rate was considerable, mainly because patients did not remain in treatment for 5 years. The research protocol was, however, adhered to rather well, mainly due to the presence of a local research organization at each treatment home. Two methods of data analysis were used. First, the frequencies of feelings toward patients with different personality organization were studied. Second, discriminant analyses (DAs) were undertaken. The DA is a method used to test whether it is possible to discriminate groups of objects by a number of independent variables. It creates functions that discriminate the groups by regression equations. In this study, the frequencies of the feelings, averaged over staffmember and time, that were evoked by the individual patients were used as independent variables. The DA method provides a classification map, called a territorial map, that has boundaries separating the groups from each other. A measure ofthe importance ofthe variables (feelings) in creating the dimensions is furnished by the discrimination function coefficients. The DA method also permits an estimation of the certainty of the discrimination. To do this, a test called "leave one out" is used. A model is created for each patient; the patient in question is left out of the model, and the "belongingness" of this patient is then predicted. These analyses were made for the whole group of patients, with a subgroup of patients who had positive outcomes.
Results
All Patients
First, the frequencies offeelings toward the patients with different personality organizations were assessed, and the Table 2 . Statistics for discriminant analyses of differences between the personality organization groups probability of significant differences between them was estimated with ANOVAs. The proportion of variance accounted for by the differences between the personality organizations was estimated with eta squared (T]2).
There were no significant between-group differences as computed with the ANOVAs. The average amount of accountedfor variance in feelings by the PO groups was 0.016. There were tendencies toward significance for relaxed (P = 0.06), 
Patients With Positive Outcome
In the second part of the study, patients with positive treatment outcome were selected for analysis. Positive outcome was defined as effect size higher than 0.5. Table 3 presents the feelings for which the highest proportion of variance was manipulated (P = 0.07), insufficient (P == 0.08), and disappointed (P = 0.08). For these feelings also, the largest amount of variance was accounted for by differences between PO groups. There were several pairwise significant differences. The feelings disappointed, sad, and insufficient had higher frequency for PPO patients than for NPO patients. Relaxed had higher frequency for PPO than for BPO patients, and the feeling manipulated had lower frequency. The feelings overwhelmed and embarrassed were significantly lower for NPO patients in comparison with both BPO and PPO patients.
Next, DAs were undertaken to study the possibility of creating discriminant functions to separate the PO groups by feeling.
The analyses presented in Table 2 indicate that it was possible to create significant discriminant functions for the difference between PPO and BPO, between PPO and NPO, and for the differences between all 3 groups (where, however, the second function was not significant). The function for separating BPO from NPO was not significant, but it is worth noting that the canonical correlation here was the strongest. Figure 1 shows the location ofthe PO and the feelings on a territorial map. The feelings are located according to their correlations with the 2 functions (the structure matrix correlations).
The first function separated the PPO from the BPO group. Relaxed feelings were stronger toward the PPO patients, and several intense negative feelings were more common toward the BPO patients.
The second function discriminated the NPO patients from the other groups. NPO patients differed from the other 2 groups in that they did not evoke negative and self-critical feelings such as sadness, insufficiency, and disappointment. The classification tests showed that 75% ofthe originally classified cases, and 52.1% of the cross-validated cases, were correctly classified by the 2 functions (chance classification would correctly predict 33%). Table 3 . Frequencies of feelings toward patients with positive outcome, and amount of variance in feelings accounted for by differences between diagnoses Finally, a stepwise DA was undertaken for the patients with positive outcome. With this method, variables are entered and removed from the discriminant functions in order to create functions that are as parsimonious as possible. The analysis gave a significant model with 2 functions in the analysis ofall 3 PO groups. The canonical correlation for the first function was 0.62 and for the second function, 0.27. Wilks' lambda values were 0.73 for the first function and 0.57 for the second function. Chi square was 18.7 and 2.6 for the first and second functions respectively, while probability was less than 0.001 for the first function and less than 0.05 for the second function. Only 2 feelings were retained in the functions (1 in each): relaxed and objective. Figure 2 shows that the BPO group was discriminated by not evoking relaxed feelings. The NPO group was discriminated by not evoking objective feelings. The PPO group was discriminated by evoking more relaxed feelings than did the BPO patients and more objective feelings than did the NPO patients. In this analysis, 59.5% ofthe patients were correctly classified with the cross-validation method.
Discussion
This study analyzed the relations between staff feelings toward patients and the patients' diagnoses. Although the For some feelings, the rank order of the proportion of variance accounted for by the diagnosis increased considerably in this analysis. These included angry (from 9th rank to 2nd), embarrassed (12th to 3rd), threatened (20th to 4th), objective (11th to 5th), tired (29th to 6th), and surprised (30th to 10th). Conversely, some feelings decreased in rank order, including manipulated (2nd to 11th), insufficient (3rd to 12th), disappointed (4th to 14th), and enthusiastic (5th to 19th). There was an increase in accounted-for variance for all feelings. The increase was 12.5% for the first group offeelings mentioned above and 3% for the second group.
As already indicated, a DA was also undertaken to study the possibility of discriminating the PO groups by feelings toward the patients with positive outcome. The analyses showed that it was possible to create significant discriminant functions for all possible comparisons. The canonical correlation coefficients were between 0.98 and 0.99, the Wilks' lambda values were between 0.000 and 0.047, and the significance values were between 0.04 and 0.000. accounted for by the PO classification as well as the results of analyses of pairwise differences. The average proportion of accounted variance for all feelings was 0.074. For some feelings, substantial amounts ofthe variance in feelings were accounted for by the PO groups (for example, relaxed, 27% and angry, 21%). For these 2 feelings, ANOVAs showed significant overall differences (with P < 0.01 and P < 0.05 respectively). Pairwise comparisons showed that BPO patients evoked more angry, embarrassed, and threatened feelings, and fewer relaxed feelings than did the PPO patients. The NPO patients evoked fewer objective feelings than did the BPO patients. For some of the feelings, there was practically no difference between the groups (for example, receptive, 11 2 = 0.001; bored, 11 2 = 0.003; and anxious, 11 2 = 0.009).
clinical literature is replete with descriptions of such associations, systematic research does not in general support this notion. The present study showed that it was possible to discriminate patients with different personality organizations by the feelings that they evoked in the staff at psychiatric treatment homes. In addition, it was found that patients with positive outcome were better discriminated than the whole group of patients.
Although the PO criterion only accounted for rather low proportions ofthe variance in feelings in the whole group, it was nevertheless possible to create discriminating functions that separated the PO groups. Analyses of the group of patients with positive outcome increased the discriminatory accuracy considerably. The discriminating feelings were somewhat different between the whole group of patients and the group with positive treatment outcome, but the general patterns were valid for the whole group as well as for the patients with positive outcome. PPO patients evoked sad and self-critical feelings in the staff, BPO patients evoked aggressive feelings, and NPO patients evoked warm and helpful feelings.
Some feelings had better discriminating ability than others. The feelings relaxed, manipulated, disappointed, and insufficient belonged to these feelings, as did the feelings angry and suspicious. Although some feelings differed in importance in the analyses of the whole cohort of patients compared with the patients with positive outcome, the overall trends were similar. The feeling relaxed, and words for negative and selfcritical feelings, had better discriminating ability than did positive feelings. In this respect, the difference between the analysis for the whole group and the analysis for the selected group was mainly that feelings which discriminated the PPO patients lost in relative importance.
The feelings relaxed and objective were found to have special positions in the analyses, and it is ofsome interest to reflect on their meanings. The feeling relaxed had the largest differences in frequency, both in the whole group and in the group of patients with positive outcome. BPO patients evoked fewer relaxed feelings than did the PPO and NPO patients. In a previous study (30) , we found that the word "relaxed" was the only word to have strong negative correlations with many of the negative feelings (anxious, inadequate, tired, disappointed, disliked, frustrated, manipulated, cautious). In a factor analysis (30) , relaxed was the only feeling on the first bipolar factor with a strong positive loading in contrast to the strong negative loadings on the negative feelings just mentioned. The contrast between a relaxed feeling state and an upset feeling state seems to characterize a main dimension in therapists' feelings. The feeling relaxed could be seen as representing a state wherein the therapist does not have negative feelings toward the patient.
The meaning ofthe feeling objective may be more difficult to understand. The strongest correlation between objective and any other feeling in the checklist occurs, in fact,with relaxed, but the correlation is as low as 0.19 . Next are the feelings interested (0.13) and sympathetic (0.13). It thus seems that objective has a unique position among the feeling words (and whether it even denotes a feeling may be debated). Although the strongest correlations were with positive feelings, it is probable that objective denotes a lack of specific feelings and that, when scoring objective, the respondent means something like, "I feel distanced, I feel neutral." In the stepwise DA of reactions toward patients with positive outcome, objective discriminated the PPO patients. The fact that the frequency of objective feelings increased toward the PPO patients with positive outcome may reflect the fact that these patients do not fare well when the staff have strong feelings toward them.
In previous analyses, we used subscales of feelings (25, 26) . One of them was the feeling autonomy, which included the 2 feelings objective and relaxed. In this analysis, we found that these 2 feelings had dissimilar discriminating characteristics, particularly in the analyses ofthose patients who had positive outcomes. Relaxed discriminated BPO patients (by low frequency), and objective discriminated NPO patients (also by low frequency). The fact that these 2 feelings were those that were best suited to identify the feeling state autonomy (in contrast to other feeling states) points to the difficulty offmding words for low-intensity feelings. It could be noted that the Darwinian categorical feelings are all characterized by high intensity (41, 42) . It is important that further studies explore the range oflow-intensity feelings to better study their differential qualities in the countertransference context. Feelings like anticipation, calm, soberness, stability, neutrality, and distance may have important differential implications for the process. It is, after all, the low-intensity feelings that are most frequent in therapeutic work.
The amount of variance in feelings accounted for by the POs was rather small in the analysis ofall patients. This proportion increased considerably (almost 5 times on average) when only data from patients with positive outcome were analyzed. The possibility of discriminating PO groups by feelings was also greater when only patients with positive outcome were studied. This seems to indicate that patients improve when they evoke feelings in a systematic way. There may be a kind of optimal feeling pattern for each PO group, in the sense that patients "need" to evoke these feelings (and not others). Thus, PPO patients improved when they evoked objective and relaxed feelings (that is, a low frequency of intense feelings). This fmding is in line with the idea that low levels of expressed emotion are important for PPO patients (43) . BPO patients improved when they evoked fewer relaxed feelings. They seem to need to engage the staff emotionally in their maladaptive interpersonal patterns-to "hook" staff in destructive patterns and negative roles in their personal drama, from which staffmust work to extricate themselves. The NPO patients seem to need the staffnot to feel objective, implying that the staff are engaged with positive and warm feelings.
There were some differences in the importance ofthe feelings for separating PO groups in the analysis of all patients and in the analysis of the patients with positive outcome. For the feeling surprise, for example, there were substantial differences. BPO patients evoked considerably more surprise than did the other diagnostic groups in the analysis of reactions to positive outcome. Such differences in frequencies might imply that certain feelings are more favourable for positive outcome than others. There was a slight tendency for the feelings that discriminated the BPO patients to increase in importance in the analyses ofreactions to patients with positive outcome. The feeling angry increased in relative importance, and the feelings insufficient and disappointed decreased. But the tendency was not homogeneous. Manipulated, a "borderline feeling," also decreased in importance.
It is not possible to prescribe how staff or therapists should feel toward patients. We cannot order a nurse to feel objective and relaxed toward a patient with schizophrenia, angry toward the BPO patient, and engaged toward the NPO patient. But we may organize treatment conditions with the intention of making certain patterns of staff reactions more probable. Friis emphasized the need for creating more structured and conflict-reducing treatment milieus for PPO patients (44) . Conversely, BPO patients seem to need, and be able to use, more intense and negative reactions from the staff.
To summarize, this study indicates that it was possible to discriminate patients' with different structural diagnoses by staff feelings and that the discriminating accuracy increased for patients with positive outcome. This latter finding emphasizes the importance of pursuing detailed studies of the relations between staff feelings and treatment outcome.
